Objective: To determine the impact of an innovative professional educational approach on clinicians' confidence and ability to make institutional improvements in pediatric palliative care.
medical and nursing education, launched the Initiative for Pediatric Palliative Care (IPPC). The IPPC team identified quality domains and indicators for pediatric palliative care, 23 developed a quality improvement tool to help children's hospitals assess their strengths and areas needing improvement, 24 provided technical assistance to 8 children's hospitals as they developed innovative pediatric palliative care programs, 12, [25] [26] [27] surveyed clinicians' knowledge and attitudes regarding key ethical issues, 17 and interviewed bereaved parents. 21 Based on this initial research, the IPPC team first developed an interdisciplinary curriculum 28 ( Table 1) comprising 5 modules and 26 learning activities. Next, they trained a cadre of faculty, drawn from across the United States and Canada, to lead face-to-face retreats designed to expose interdisciplinary teams to the curriculum and, most importantly, to build pediatric palliative care capacity within participating institutions. Two prior articles have outlined the curriculum 29 and its pedagogy. 30 This article describes the impact of the retreats on practitioner and institutional practice.
THIS STUDY'S AIMS
This study's aim was to determine the impact of the retreats on participants and their home institutions. To do so, the following questions were examined: Did the retreats enhance participants' confidence in their ability to advocate for pediatric palliative care and their commitment to do so?
Which pedagogical features of the retreat experience did participants assess as most important?
What, if anything, did the teams go on to do at their home institutions postretreat?
To what extent did participants attribute those actions to their participation in the IPPC retreat?
METHODS

PURPOSE OF THE RETREATS
The retreats were designed to expose participants to a cross section of activities from the comprehensive IPPC curriculum so clinicians could implement the sessions in an informed manner on return to their home institutions. The retreats aim to inspire and prepare clinicians to play leadership roles in pediatric palliative care education and practice in their own organizations.
EDUCATIONAL THEORY GUIDING PEDAGOGICAL DESIGN OF THE RETREATS
Unlike the dominant Continuing Medical Education paradigm in which education is conceived as a 1-way transmission of cognitive content from expert to learner, we envisioned a model of education that would go beyond the transmission of knowledge to include the cultivation of self-awareness, interpersonal skills, and cross-disciplinary collaboration as well as support for clinician-led efforts at organizational change.
Relational Learning Across Boundaries
The development of professional expertise is a highly social and contextualized process involving the integration of a wide repertoire of learning experiences, all of which are situated firmly in relationships with patients, families, and colleagues. 30, 31 Thus, a major premise of our approach was that learning aimed at influencing social and ethical norms would require a focus on how health care professionals interact with each other and with patients and families. We have called this approach "relational learning" and have described it in detail elsewhere. 30, 32 In designing the IPPC retreats, we took the notion of relational learning one step further, hypothesizing that the most engaging learning would occur across boundaries, in this case, the boundaries that usually exist between professionals and family members, between practitioners of different disciplines, and between professionals working in disparate health care settings.
Learning Between Professionals and Family Members
The voices of children with life-threatening conditions and their families are heard in the retreats in a number of ways. First, the associate director is a bereaved parent who plays a central role in conducting retreats. Second, parents with strong facilitation skills are part of the faculty that leads the small group seminars. Third, short films document parent perspectives in sessions throughout the retreat. Fourth, parents and other family members who are bereaved or currently caring for a child with a life-threatening condition are invited to attend the retreat by participating teams and the hosting organization. The nature of their involvement is markedly different from the function patients and family members often play in more traditional medical education contexts. Rather than being given only a time-limited opportunity to "tell their stories," family members attend all seminars alongside clinicians as full and equal participants.
Learning Across Disciplines: Commitment to Interdisciplinary Practice and Teamwork
We request that institutions send an interdisciplinary team, most often comprising physicians and nurses as well as social workers, chaplains, and child life specialists. The team's participation is important for promoting interdisciplinary practice, but also because single change agents, no matter how inspired, often experience burnout and are ineffective in sustaining organizational change.
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Learning Among Professionals Working in Disparate Healthcare Settings
The retreats bring together professionals who work with critically ill children and their families in a wide range of settings, including hospitals, hospices, rehabilitation facilities, home health, and community-based agencies.
Ground Rules for Small-Group Learning Across Boundaries
Facilitators must create and maintain a learning atmosphere built on safety, trust, and mutual respect. Therefore, they establish ground rules that have the effect of leveling the hierarchy and enabling quieter members of the group to find their voices. The attributes of openness, honesty, and curiosity reinforced by facilitators in the small groups are consistent with the habits, skills, and attitudes recognized as important by medical educators 34 and professional bodies, such as the Accreditation Council for Graduate Medical Education. 35 
Invitation to Action
Retreat facilitators encourage every participant, whether family member, nurse, attending physician, or case manager, to see themselves as leaders with a unique role to play in the practice of pediatric palliative care. The invitation to action is made throughout the retreat; participants are asked to translate their learning into personal and institutional action plans. Attendees are encouraged to effect change in everyday practice, such as choosing to speak up when a family is being discussed in a derogatory manner, and in institutional policies and practices, such as initiating a pediatric palliative care consultation service or family advisory group. Earlier retreats were excluded because there were slight differences in retreat format as the educational model evolved, and more recent retreats were excluded because insufficient time had elapsed between the retreats and data collection to confidently assess organizational change.
SAMPLING METHOD: SELECTION OF THE IPPC RETREATS FOR THIS STUDY
DATA COLLECTION AND ANALYTIC METHODS
Evaluation of the Retreat Experience
To assess learners' views of the immediate impact of the retreats on their confidence to act in new ways and to capture their assessment of the value of the distinct pedagogical features of the retreats, we distributed evaluation questionnaires that participants completed at the end of each retreat. Retreat evaluation responses were analyzed using SPSS software (SPSS Inc, Chicago, Illinois). Frequencies and means were calculated for 5 disciplinary groups, family members, physicians, nurses, psychosocial staff (child life specialists, child psychologists, and social workers), and chaplains. 2 Analyses and P values were calculated to determine differences among respondent categories. For 3 open-ended questions, 2 researchers (M.P.M. and a research assistant) read the comments and developed coded themes. The researchers assigned these codes separately at first and then discussed items for which code assignments differed until agreement was reached. Comments were sorted according to their codes within each disciplinary group.
Postretreat Survey of Team Leaders
To determine what actions participants may have initiated and sustained after they returned to their home institutions, a 26-item online survey was administered in the spring of 2008 to the 101 leaders of participating interdisciplinary teams 1 to 2 years after they had attended a retreat. Team leaders were identified on the retreat registration materials; e-mail invitations to participate in the postretreat evaluation were sent along with a link to a private online survey. Reminders were sent via e-mail to those who did not respond within 10 days, and an additional reminder was sent 10 days later.
The questionnaire asked respondents what kinds of improvements in pediatric palliative care, if any, had occurred in their organizations since the IPPC retreat. For those who indicated that improvements had occurred, respondents were asked to assess, using a 4-point Likert scale, to what extent the IPPC retreat had been instrumental to those improvements and to indicate which elements of the pedagogy were most instrumental.
Survey data were imported into SPSS for analysis. Frequencies and means were calculated for each item for all respondents. The open-ended responses for the postretreat survey were analyzed by 2 of us (M.P.M. and D.L.D.) One of us (M.P.M.) read all the comments and grouped them by theme, using standard coding procedures for qualitative data. 
Follow-up Telephone Survey With a Subset of Team Leaders
To learn more about why the team leaders attributed these improvements to their participation in the IPPC retreat and how the IPPC educational approach was helpful, we conducted telephone interviews with postretreat survey respondents who (1) had indicated on their surveys that the IPPC retreat was "very instrumental" to organizational improvements and (2) were willing to be interviewed.
The 26 respondents who met criteria for the interviews were contacted via e-mail and/or telephone (according to their preference) to schedule 30-minute interviews. Interviews were conducted by 2 of us (M.P.M. and D.L.D.), using a written interview guide with 3 open-ended questions. After the interviews were completed, the 2 interviewers independently analyzed all the interviews for key themes; any discrepancies were resolved through discussion. All interviews were then reanalyzed for the relative frequency of each key theme. Data collection activities and the study as a whole were approved by the institutional review board of Education Development Center Inc. All study participants gave informed consent.
RESULTS
EVALUATION OF THE RETREAT EXPERIENCE
Across the 7 retreats, a total of 782 participants were in attendance, with the smallest retreats accommodating 85 attendees and the largest, 150. A total of 657 retreat participants (84%) completed on-site evaluations. Table 2 shows responses by discipline for items assessing confidence to take action on behalf of pediatric palliative care and items related to the pedagogical features of the retreats. Nearly all participants left the retreat reporting enthusiasm for key features of the IPPC pedagogy and enhanced confidence to act as advocates on behalf of pediatric palliative care.
Responses to open-ended questions on the retreat evaluation questionnaires underscored respondents' enthusiasm for the 4 main features of the IPPC pedagogy and mirrored responses to the open-ended questions asked later during the telephone interviews with the team leaders.
WHAT HAPPENED AFTER THE RETREATS?
Following the retreat, we included family members on our Pediatric Advanced Comfort Team team and also involved them in educational activities, including grand rounds.
I had been feeling rather demoralized and burned out about putting a lot more energy into moving our institution forward on this. Now I am more willing to be one of the "drivers" again.
Seventy-two of 101 team leaders completed the 1-to 2-year postretreat online survey for a response rate of 71%. (See Table 3 for demographics on respondents.) Table 4 summarizes the data on teams that reported taking action in their institutions and the reported level of improvement in pediatric palliative care since the IPPC retreat. Notably, 91% of respondents credited the IPPC retreat experience as being very or somewhat instrumental to institutional improvements, which included educational programs, pediatric palliative care services, and bereavement programs, as well as improvements in interdisciplinary communication, care coordination, and family participation in a range of programs and contexts. In addition to identifying the kinds of activities teams implemented postretreat, other items on the survey characterized the reach and scope of the activities.
Perhaps most surprising was the percentage of team leaders who answered in the affirmative about beginning or enhancing collaborative relationships with other organizations in their community or region. Nearly three-quarters (70%) had crafted formal linkages between hospital-based and non-hospital based providers to coordinate care within their communities, and more than one-third of the team leaders (35%) reported initiating formal outreach activities to community agencies, also with the goal of enhancing coordination of care. Seventy-seven percent reported that they had "developed or enhanced a network or coalition to explore collaboration."
With respect to the importance of key pedagogical elements of the retreat in helping start, or sustain, improvements, "learning from and with family members" was reported as most important, but all 4 dimensions were reported as moderately to very important.
THE RELATIONSHIP BETWEEN IPPC RETREATS AND INSTITUTIONAL CHANGE
Stepping outside of my [disciplinary] "silo" broadened my sense of possibility and what we have left to achieve.
[Our team members] came back saying, "If I can work with new people (eg, from hospice) at the retreat, then I can do it at home, too."
We interviewed 21 of the 26 team leaders who had met our eligibility criteria, for a response rate of 81%. When asked why they had indicated in their earlier responses that the retreat was very instrumental in bringing about improvements, each of the 21 interviewees indicated that the retreat was a catalyst for change, using words like "accelerator" and "tipping point." As in the retreat evaluation and survey responses, family involvement was cited as the major mechanism for the catalytic effect of the retreats, with 18 of the 21 interviewees underscoring its importance. eTable 1 (http://www.archpediatrics.com) provides illustrative quotes pertaining to 7 main retreat outcomes team leaders reported having accomplished in their home institutions: new forms of family involvement in teaching and care delivery, improvements in clinician-family interactions at the bedside, professional renewal, humanizing health care, improved interdisciplinary teamwork, collaboration across units within institutions, and collaboration across care settings. eTable 2 provides illustrative quotes demonstrating how respondents assessed the importance of the retreats' key pedagogical features (learning with families, learning across disciplines, learning across health care settings, and learning in small groups) as enablers of the outcomes presented in eTable 1. We note that team leaders' thoughts about these pedagogical features were nearly identical to comments from individual participants and the views endured over time. Participant and team leader responses remained substantively the same 1 to 2 years after the retreat as what they had reported immediately after the retreats. Therefore, we integrated the qualitative findings about the pedagogy from both sources and present them together in eTable 2.
COMMENT
This study reports on a pedagogical approach that resulted in widespread institutional improvements, changes that respondents attributed in large measure to the catalyzing impact of a 2.5-day retreat. They attributed the power of their experience to learning across boundaries, especially between clinicians and parents, but also among clinicians from different disciplines and disparate care settings. The retreats appeared to help clinicians regain their aspirational ideals and strengthen their sense of agency both as individual leaders and as members of interdisciplinary teams. This renewal and interdisciplinary engagement, in turn, led a large proportion of participants to engage in informal as well as formal efforts at organizational change.
Respondents typically described the learning experience as profoundly valuable to them, which we believe is tied to having the opportunity for authentic reflection about the day-to-day realities of their work. The depth of interpersonal engagement between family members and clinicians had greater impact than one would expect to find if parents had simply told their stories and departed. This deeper engagement seemed to allow more substantive reflection by clinicians about the impact of their work on the lives of others and on the meaning of their work in their own lives.
Moreover, the benefits were reciprocal, with family members learning as much as professionals. As one parent put it, Before I just saw my grief and my situation from my side of things. It wasn't until I was at the IPPC retreat and was put into a group of medical professionals that I heard their side of the story.
The retreats seemed to fill a gap in the experience parents had with the health care system, wherein they came to appreciate the depth of caring and commitment that clinicians feel toward the children and families they serve.
A limitation of the study is that we do not have patient-or family-level outcomes. During the pilot phase, several hospitals did publish the results of their improvement efforts. 12, [25] [26] [27] Another limitation concerns the scalability of the learning method. When respondents ranked what they valued about the pedagogy, the small-group work ranked very high. However, a sizeable proportion of respondents also said they did not leave the retreats feeling personally equipped to run similar small group sessions on their own. The structure of the retreats allows only a small percentage of participants to have direct experience with facilitating. 
CONCLUSIONS
The experience was so formed, enhanced, and illuminated by the parents' presence, generosity, input, and sharing. I was truly blessed by what they brought to our learning. I'm blown away and [as a physician] will never be or teach the same.
Our goal of improving pediatric palliative care required crafting strategies that would enable learners to reflect on their own suffering in the face of tragedy; recognize how their own discomfort can lead to less engagement with children and families; learn how to stay present and interact effectively in the face of such discomfort; share decision-making authority; and work more collaboratively across the boundaries of professional disciplines. It was a learning challenge ideally suited for a pedagogy that encouraged authentic engagement and honest reflection and brought health care professionals face to face with the ultimate beneficiaries of their work.
We expect that relational learning across boundaries will have an important contribution to make in the education of health care professionals, especially when the goal is tied to enabling a shift in social norms so that everyday practice can become better aligned with ethical norms and professional ideals. We are now applying relational pedagogy to several areas of clinical practice, such as practicing greater transparency in the aftermath of adverse events, assisting family members in decisions about organ donation after cardiac death, and supporting expectant mothers and fathers who are receiving a com- plex range of advanced fetal care services. In addition, we are adapting the pedagogy for use in disease-specific contexts such as muscular dystrophy. We believe that a thoughtful consideration of learning across boundaries in these contexts, especially how to include patients and family members in more sophisticated ways, may prove an effective means of improving both quality and continuity of care.
